The aim of regional anaesthesia has always been to deposit the chosen anaesthetic mixture as close as possible to the target nerves to ensure rapid onset and the highest possible success rate without causing damage to the nerves themselves or the surrounding structures.
The classical approach was to use a technique which relied entirely on knowledge of the anatomical relations of the nerves to various landmarks in order to position the needle tip close to the nerves, often using paraesthesia as the endpoint. Human anatomy is very variable and whilst some practitioners were able to achieve exceptional success, this was not always attainable by all anaesthetists. There is also a question as to whether paraesthesia is desirable or leads to an increased incidence of postoperative nerve dysfunction. This debate continues 1, 2 . In an attempt to improve success rates and decrease complications, electrical nerve stimulation was introduced and is commonly used today 3 . However, it is still based on 'blind' insertion of the needle according to landmarks and does not eliminate damage to adjacent structures or indeed to the nerves themselves 4 . Most, but not all practitioners, would accept that it has increased the success rate 2,5 .
The article by Soeding and colleagues in this issue introduces the readers of this journal to the concept of ultrasound-guided nerve block. They compared the use of the ultrasound-guided needle placement to traditional landmark-based anaesthesia in performing interscalene and supraclavicular brachial plexus anaesthesia. They found more rapid onset of both sensory and motor block in the ultrasound group as well as a lower incidence of paraesthesia. In fact, they achieved a very high success rate with both landmarkbased and ultrasound-guided techniques, which perhaps reflects their expertise in the performance of these blocks.
Ultrasound use has been increasingly reported in papers relating to the performance of nerve and plexus blocks in both adult and paediatric patients in the last few years. These are well summarized in recent reviews 6, 7 . Theoretically its use enables the operator to visualize the tip of the needle to allow placement directly adjacent to the target nerve or plexus and avoid damage to the nerve or adjacent structures. This should result in increased success rates as well as increased safety. Whilst most articles have shown increased efficacy, I am not aware of any which have yet demonstrated decreased incidence of postoperative nerve dysfunction. Even though the ultrasound may show a needle in close proximity to the target nerve or within a sheath, there is still no guarantee of adequate nerve block 8 . In Soeding's study one patient in the ultrasound group required general anaesthesia because of inadequate block.
Ultrasound-guided regional anaesthesia is totally operator-dependent for performance and interpretation of the images. It requires training and there is a steep learning curve 9 . Two-dimensional images on the screen need to be transformed into a threedimensional picture in the operator's mind. However, regional anaesthesia has always depended on training and interpretation. Landmark-based techniques depend on interpretation of such things as arterial pulsation depth, various fascial clicks and pops and loss of resistance. Stimulation techniques in addition depend on interpretation of twitch amplitude, current or voltage and frequency settings and electrode placement 10 .
Clearly ultrasonography in regional anaesthesia is still in its infancy. The selection and choice of equipment is probably important in obtaining good results but there is no uniformity in probes, frequencies used or in needle selection at present. Perhaps, as suggested by some authors, a combination of ultrasound guidance for needle insertion and electrical stimulation for final placement is advantageous 11, 12 .
The question as to whether ultrasound guidance should be used for all nerve blocks or just those with a high rate of theoretical complications is unanswered. Already the National Institute for Clinical Excellence (N.I.C.E., www.nice.org.uk), an NHS government committee in the U.K., has recommended that ultrasound guidance should be routinely used for central venous cannulation 13 , and Marhofer suggests that it be used routinely in regional anaesthesia 6 . There is also the question of assistance. Does the operator hold the probe? Is a second anaesthetist required or a nurse as in the Soeding study? It is doubtful that many departments could call on a trained sonographer every time they wished to perform a nerve block.
Editorial
Anaesthesia and Intensive Care, Vol. 33, No. 6, December 2005 Large trials are needed to adequately assess whether increased safety really does accompany the already demonstrated increased efficacy. Finally the question of training is important. How much is necessary? Where is it obtained and is accreditation required?
One thing is certain: ultrasound in regional anaesthesia is coming. Intellectually, one cannot argue that seeing where the tip of a sharp needle lies in relation to nerves, vessels and other vital structures is no better than blindly passing that needle into the same area. A different set of skills may be required of anaesthetists and the 'how, when and who' are questions still to be answered. Nevertheless, ultrasound will become an integral part of regional anaesthesia in the future. As someone schooled in the 'blind' technique, I welcome its arrival.
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